ACCIDENT INVESTIGATION REPORT

VIRGINIA DEPARTMENT OF LABOR AND INDUSTRY

Date /  / Time / / /
CSHO #  Opt. Rpt. # Year Inspection #

1. Establishment Name 2. Employer Rep Contacted & Title 3. Telephone
()

4. Jobsite Address where Accident Occurred 5. City/County FIPS code 6. State 7. Zip Code

8. Type of Business 9. SIC Code (4 digit) 10. Active Safety Program
Yes[ ] No[ ]

11. 12. 13. 14. 15. 16.
Name(s) of Injured Sex Age How Longon  How Long with  Type of Injury (mark only one)
Current Job? This Employer?  fatality hospitalized non-hosp.
(a) [ ] [ ] [ ]
(b) [ ] [ ] [ ]
(©) [ ] [ ] [ ]
(d) [ ] [ ] [ ]
(e) [ ] [ ] [ ]

For each of the individuals listed above:

17. 18. 19.
Work assignment when accident occurred Regular Occupation Name of Supervisor at time of accident
(a)
(b)
(c)
(d)
(e)

20. Time of accident 21. Date of Accident 22. Weather Conditions 23. Exact Location of the Accident at Site

[ Jam.[ Jpm.
24. Operation Involved 25. Equipment/ machinery /chemical involved
26. Safeguards or Safety Equipment 27. First Notification of Accident
- Provided [ TYes [ ]No
- Utilized [ 1Yes [ ]No
28. First Aid Response (Officer name and badge number) 29. First Notification of Accident

30. Accident Description: (Who, what, where, when, how, why and part of body). This summary shall include conditions
prior to the accident machines/ machinery, equipment, materials, operating procedures, how accident hap pened and possible
cause, (unsafe action and/or unsafe condition) and cause of death (if applicable).  (Use other side)
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